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The growing epidemic in Type II diabetes has disproportionately ciffected marginalized 
populations in the United States and has caused-an uncontrollable and unsustainable 
increase in the cost of treating and managing diabetes. To date, there are no effective 
widespread treatments or interventions to reverse these trends. The answers, however, 
must be sought outside the traditional biomedical perspective not only to incorporate the 
political, social, historical, and economic disease determinants, but also to actually put 
them into practice. 
Over the past two decades institutions, organizations, and individuals are 
recognizing that concepts of health and disease have broader implications than we once 
thought. In 1986 the Regional Office for Europe of the World Health Organization 
(WHO) and the Ottawa Charter for Health Promotion identified nine conditions and 
resources that constitute health: peace, shelter, education, food, income, a stable 
ecosystem, sustainable resources, social justice, and equity (I). This definition 
acknowledges the diverse and multiple factors that contribute to the incidence and 
prevalence of disease in people. Determinants of disease have political, social, cultural, 
environmental, genetic, economic, historical, and individual origins. Health professionals 
seek long-term solutions to epidemics, like diabetes, by identifying and intervening in 
disease determinants in various populations. However, previous and current medical and 
public health interventions are patient-centered and fall short of addressing the multiple 
determinants acknowledged by the WHO in 1986. 
Given the current rising costs of health care and fiscal crises, U.S. policyrnakers 
and the health care industry are faced with placing limits on health care resources. Terms 
like cost-effectiveness, equity, and quality of care are factoring into how health care is 
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delivered (5). This signifies a change from the biomedical patient-focused distribution of 
care to one concerning social justice and equity. 
A study performed in 1999 by Jeffery and French showed that intervention efforts 
targeting lifestyle changes and behavior modification were not sustainable over a three 
year time period. Additionally, Williamson has stated that community-based educational 
efforts are ineffective because behaviors are much more complex than researchers 
assume. By expanding the determinants of diabetes to reflect a more broadened 
definition of health, medical professionals can better understand the actual causes of 
disease in populations and, consequently, implement more effective interventions (2). 
Burden of Diabetes 
Type II diabetes has increasingly become a public health burden worldwide. 
Trends in industrialization and globalization have influenced lifestyle changes in people 
of all ages in the developed and developing worlds. With technological and medical 
advancements and increased wealth, people are living longer and gaining more affluence 
than ever before. However, these factors have contributed to an epidemic of Type II 
diabetes, which accounts for 90-95% of all diabetes cases worldwide. It is estimated that 
30-50% of Type II diabetes (hereafter referred to as diabetes) cases go tmdiagnosed. In 
1995, 135 million people or 4% ofthe world's population was diagnosed with diabetes. 
It is projected that in 2025 there will be a 42% increase in the prevalence of people with 
diabetes in industrialized countries, primarily affecting minority populations and 
individuals over 65 years of age. Industrializing countries will likely undergo a 170% 
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increase concentrated in people between the economically productive ages of 45 and 65 
(3). 
Diabetes is a leading cause of death, lower limb amputations, blindness, 
cardiovascular disease (CVD), peripheral vascular disease (PVD), and accounts for 35% 
of all cases of end stage renal disease. Acquiring personal risk factors such as 
hypertension, dyslipidemia, and obesity, 50% of people with diab~tes die from CVD, 
10% suffer cerebrovascular accidents, 20-30% develop PVD, 30-60% develop 
neuropathy, and 50% sustain severe physical impairments (3). For these immediate 
reasons diabetes has become a chronic disease, which results in a decreased quality of life 
and increased morbidity and mortality rates. The greatest burden will inevitably fall on 
those societies in which younger people are affected, limiting their productivity as a 
population. 
The economic costs can be enormous for families and communities alike. 
Households having one person with diabetes spend 5-10% of their family income on 
diabetes care. The overall cost of health care for a person with diabetes is 2.5 times more 
than for one without. The direct cost of health care for diabetes in the United States is $60 
billion annually (3). Of the U.S. population, 3.1% are diagnosed with diabetes, but 
account for 11.9% of the total health care expenditures. These costs are attributed to 
metabolic conditions and other diabetes-specific complications ( 4). Additionally, indirect 
costs are estimated to range between $330 million and $54 billion per year (3). 
Research has shown that diabetes is both preventable and manageable. Through 
behavior modifications such as nutritjon counseling and increasing activity levels, 
diabetes care is proven to be cost-eff~ctive. Improving glycemic control, blood pressure 
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control, the appropriate use of medications, and lipid control are ways in which medical 
professionals can further prevent complications in people with diabetes (3). Although 
there are a number of cost-effective and efficacious interventions to manage diabetes, 
there is limited widespread, effective use of them and many people who have diabetes 
remain undiagnosed until severe complications occur (5). 
Determinants of Diabetes 
Currently, medical interventions are limited in their ability to assimilate strategies 
to target the multiple determinants of diabetes. One reason for this limitation is that these 
strategies are strictly patient-centered and focus on intervening in individual risk factors. 
Risk factors known to contribute to diabetes include genetics and family history, 
individual lifestyles and behaviors, age, race, education level, geographical location, and 
socioeconomic status. 
The "thrifty gene" hypothesis, proposed by Nee! in 1962, alleges that certain 
individuals are inherently predisposed to diabetes and are, therefore, at risk for 
contracting the disease throughout their lifetime. Nee! suggests that through human 
evolution there evolved a gene that increased fat storage for prolonged periods of time. 
Centuries ago this "thrifty gene" enabled humans to survive when food was frequently 
scarce ( 6). However, in societies today, where food is plentiful, this genetic trait has 
become a risk factor for acquiring diabetes. 
To date, researchers have performed numerous studies attempting to locate the 
"thrifty" gene responsible for diabetes. Their results have identified the peroxisome 
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proliferator-activated receptor gamma (PP ARy) gene, which encodes for the PP ARy 
nuclear receptor, as the key player in adipogenesis, adipocyte apoptosis, and 
transciptional activation (7). Polymorphisms in the PP ARy gene are associated with an 
increased risk of diabetes in both human and mice models (8). Evidence is mounting to 
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support that PP ARy is the "thrifty", genetic determinant of diabetes. However, there is a L 
definite interplay between the genetic, phenotypic, and environmental factors that 
contribute to the onset of diabetes (9). 
Age is another biological factor that increases one's risk of contracting diabetes. 
The NHANES III study confirmed the direct relationship between age and diabetes risk 
(I 0). Further studies have shown that unhealthy lifestyles and behaviors result in 
diabetes. Poor nutritional habits and lack of physical activity lead to an increase in the 
Body Mass Index (BMI) and obesity, the greatest indicator of diabetes risk. Furthermore, 
researchers determined that genetics account for a minimum of 40% of the variation in 
BML In 2000, a study showed that of the 72.9% of people surveyed changed their diet 
to lose weight, but only 59.4% incorporated exercise into their weight loss plan (II). 
Most of the literature suggests that more unique, tailored interventions on education and 
motivation are needed to modify behavior in nutrition and exercise. The literature also 
indicates that affluent lifestyles are to blame for the worldwide diabetes and obesity 
epidemics (11, 12). 
Dating back to the 1970's epidemiologists determined that disrupted social factors 
contribute to disease risk (13). Therefore, those populations who are socially 
marginalized are more susceptible to disease. Social and cultural determinants of health 
are linked to widespread racial and gender inequalities. Numerous studies have found 
5 
that diabetes disproportionately affects minorities and women, especially African 
Americans, Mexican Americans, and Native Americans (10). These inequalities reflect 
economic, educational, and socioeconomic disparities as well, with minorities occupying 
the lowest classes with the least opportunity for advancement (14). 
People have different belief systems about health and disease, which play a role in 
disease management. Providers explain disease in terms of pathophysiology using the 
biomedical perspective whereas patients couch their disease in terms of family problems 
and economic hardships (12, 15). This ultimate division of meaning is critically 
important in evaluating the diabetes epidemic because it translates into high rates of non-
compliance in various populations. It is estimated that 40% of people diagnosed with 
diabetes fail to adopt medical recommendations regarding appropriate management of 
their disease (16). Linda Hunt studied the process by which people come to understand 
their illness and determined that the medical professional view is only a minor part of 
how patients explain their illness. Instead, personal history and experiences and one's 
immediate social environment was considered most important for patients (17). 
Geographical location also contributes to the health of a commlmity and its 
people. Wilfred Fujimoto described 'westernization' as a possible risk factor for diabetes 
and insulin resistance in Japanese Americans compared to their counterparts residing in 
Japan (18). King also identified urbanization as a contributor to diabetes risk (19). 
According to Dr. Sherman James, the distributions of resources that contribute to 
healthier lifestyles are disproportionately distributed between minority populations and 
white populations. James discovered that the number of supermarkets, sidewalks, 
primary care physicians, and fitness centers, were drastically reduced in minority 
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communities (14). For this reason, residential location is also an important factor in 
determining one's risk of contracting diabetes and its complications. 
Linda Garro, in her study of diabetes an Ojibway community, concluded that 
people with diabetes rationalized their condition historically through their own social and 
economic realities. In essence, disrupted community ties, decreased self-sufficiency, and 
a changing, more westernized, way oflife created a lack of control over their lives and 
the fate of their community. Although medical professionals influenced the context of 
diabetes, this was not accepted as a single, dominant perspective to explain the cause of 
diabetes or to identify community solutions (20). Therefore, how a patient manages his 
or her disease is not simply a matter of compliance and developing motivational and 
educational solutions. Instead, patients come to know and manage their diabetes in the 
dynamic and multi-dimensional environment that they live in (16). This helps to explain 
why different populations are receptive to different health messages, regardless of 
equivalence in awareness (21 ). 
Politics and economics also help to define health and disease, which varies among 
populations and with respect to time and place. The allocation and distribution of valued 
resources determines who has access to what and when. This is the job of political 
bodies at the local to the federal level. Policies made at any level of government can 
have a tremendous illlpact on personal choices, depending on what barriers or incentives 
are available to people and organizations. Economically this is seen in James' work in 
resource distribution between poor and wealthy neighborhoods. Why would people go 
back to poor neighborhoods when they find better paying jobs and lifestyles elsewhere? 
Low socioeconomic status is an indicator of higher mortality, morbidity, and disability 
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rates and a lower life expectancy. These health disparities are rooted in history as well as 
current social policy. Historically, policies in the south have negatively affected blacks 
and other marginalized people: these populations share the greatest burden of diabetes 
risk (22). 
Recent literature, recognizing the importance of health promotion and policy, 
calls for a more stmctural, societal approach as opposed to a sole medical, individualized 
approach to curbing obesity and diabetes epidemics. The health promotion effort 
attempts to affect policy by making healthy choices easier and more available for people. 
A study indicated that health professionals are not prepared or confident about their 
ability to influence health policy and, more importantly, they are not clear about the 
importance of health policies (23). I 
F 
High Risk Groups 
In the United States the prevalence of diabetes and impaired glucose intolerance 
(IGT) ranks among the highest in the world, but differs greatly between various 
populations. IGT is a precursor to full-fledged diabetes. Table 1 illustrates the relative 
prevalence percentages among different groups in the U.S. standardized for age (29). 
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Table I. Prevalence of diabetes and IGT in adults ages 30-64 years old in various U.S. 
·populations. 
Prevalence of Diabetes Prevalence ofiGT U.S. Population 
(%) (%) 
50 65 Pima Indian 
(Native American) 
17 34 Urban, low income 
Hispanic 
14 30 Urban, middle income 
Hispanic 
15 28 Puerto Rican 
11 25 Black 
7 24 Rural Hispanic 
6 17 Urban, upper income 
Hispanic 
7 17 White 
According to Table 1 minorities are adversely affected compared to whites. Moreover, 
the prevalence levels of IGT are higher than diabetes levels in all populations. Therefore, 
this data indicates that the diabetes epidemic will only get worse in all populations, with 
low income minorities, especially Native Americans, at the highest risk. 
Making Sense of Determinants 
All of the determinants of diabetes previously discussed, genetic, age, behavior, 
social, cultural, geographical, historical, political, and economic, are not and cannot be 
treated as simple and discrete variables. Instead, they all constitute varying interplays 
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relevant to time and place that affect health outcomes and quality living in individuals 
and populations. These factors contribute to what Egger and Swinbum call the 
'obesogenic' macro environment (2). They argue that obesity and diabetes are a natural 
response to such an environment and that diabetes is not an individual problem, but a 
societal one (2). The truth is that the responsibility for curbing diabetes and other 
preventable diseases lie within both the individual and societal realm. Identifying what 
influences these choices at both of these control levels is where the solutions can be 
found. 
The following diagram, Intersecting Circles of Disease Determinism, illustrates 
the interplay of the environmental (macro level) and individual (micro level) realities. 
The point at which these two realms intersect is the point of social influence and 
decision-making, in other words, politics. 
Intersecting Circles of Disease Determinism (ICDD) 
Environment/Macro 
Collective/Social 
Individual/Micro 
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At the macro level environmental determinants include political, economic, 
historical, and geographical considerations. At this stage the determined quantity and 
quality of resources available (number of grocery stores), the stress of these 
environmental factors on people (job security), and policies that shape the environment 
(food industry) ultimately affect the individual and micro sphere. The micro level 
consists of the more immediate and local determinants such as social and cultural 
identities, genetics, personal behaviors, and age. Some of these are readily controllable 
while others are not. But most importantly, both circles feed into each other through 
collective and individual decision-making. In essence, this entire process is political both 
at the macro and micro levels. This diagram can be applied to any community, social, or 
political organization including the federal government. The two points in which 
political decisions are made are at the public policy-making stage, where the circles 
intersect, and at the individual level, where a person makes a decision based on their real 
life circumstances at that particular time. 
Health Promotion 
The new paradigm of health promotion, initially recognized in 1984 by the 
working group for the WHO Europe Health Promotion Office and the Ottawa Charter 
over the last two decades, has helped place social and other determinants of diseases on 
the academic and research agenda in the United States (1 ). The new health promotion 
movement seeks to address all of the components that attribute to health and disease in a 
community including social, political, and economic determinants, in addition to the 
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well-understood behavioral determinants. As a result, community-based interventions to 
improve health and manage disease in target populations are gaining credibility. The idea 
of empowering people and communities through motivation and education is a focal 
point of these interventions. 
The working group for the WHO Regional Office for Europe stated that the goal L 
of health promotion is to equip people with the resources necessary to improve and 
sustain their health for a lifetime. Furthermore, they declared that both the individual and 
the government have a responsibility to public health through the envisioned 
collaborative efforts of health promotion. They warn, however, that interventions under 
the banner of health promotion may be used to target individuals at the expense of 
potential larger economic and social problems. Additionally, they caution that health 
promotion may become an area of academic specialization and limited to professional 
discourse without creating a greater public sharing of resources and empowerment, which 
is one of its main goals (25). Indeed it is these warnings that we are reluctant to heed. 
The health promotion industry is a multi-billion dollar market with its own 
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political influences. Understanding how economics and politics work to dictate the 
allocation of resources is fundamental to implementing effective health promotion 
strategies (26). Therefore, in order to sustain change, the focus should not be strictly on 
educational and motivational interventions, but on the political, social, and ideological 
realities that exist in each community. The marginalized populations who, not 
coincidentally, bear the greatest burden of diabetes and other diseases have the most 
difficulty in changing their environments. This lack of empowerment in their community 
affects their personal decision-making process and, ultimately, how they manage their 
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own health. Therefore, the application of health promotion efforts should involve all 
aspects of the community in order to define and implement solutions. In essence, the 
cornerstone of health promotion is to create a more democratic, collaborative community 
where people have a greater say in the allocation of valued resources that constitute ~-
health. The following diagram, Overlapping Circles of Disease Determinism (OCDD) is 
a modified version of ICDD and illustrates the necessary and continuous overlap that 
needs to occur between the environmental and individual circles. Involving more people 
in the decision-making process, a political endeavor, will create greater ownership of 
local health initiatives and increase the practice of democratic ideologies. 
Overlapping Circles of Disease Determinism (OCDD) 
Environment/Macro 
Collective/Social overlap Decision-making points 
Individual/Micro 
Instead of developing community interventions with the sole purpose of educating 
patients, much more effective measures would include political efforts to empower 
people and incorporate other stakeholders in the community. Hellen Keller once noted 
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that diseases of the poor could only be solved through dissecting politics. Rudolf 
Virchow asserted that diseases have two explanations: medical and political (27). 
One health promotion intervention that I had the privilege of working on is A 
New Diabetes Awareness and Wellness Network (DAWN) project at the University of ~--
North Carolina at Chapel Hill School of Public Health. A New DAWN is a three-year, 
patient-centered intervention study designed to enhance self-care in African American 
adults with diabetes. The study consists of two phases. Phase I, taking place during the 
first year, tailors the intervention to the church community by assessing the 
' 
organizational structure of the church and conducting focus groups with church members L 
and interviews with clinicians regarding the acceptability of the written materials. 
Additionally, a Church Health Action Team (CHAT) is a committee assembled by the 
pastor or church leaders to oversee and assist in church health initiatives as part of Phase 
I. Phase II is a randomized control trial of the participating churches implementing 
interventions to target diet, physical activity, self-management of diabetes, and patient 
empowerment in the clinical setting. Phase II focuses on psychosocial and behavioral 
attributes of the participants and is conducted over a two-year period with the support of 
an assigned Church Diabetes Adviser (CDA) and ofthe participant's primary care 
physician. There are approximately 200 participants and 24 churches enrolled in the 
study. Phase II of the project can be divided into three stages: enrollment, commtmity 
interventions, and data collection. I participated in the enrollment and intervention 
stages. 
The initial enrollment process of recruiting participants into the study requires 
participants to answer questions about their health status, economic status, and 
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knowledge about nutrition, exercise, and diabetes. This information serves as baseline 
data for the study. 
The interventions include group sessions educating participants on nutrition, 
weight, blood pressure, and glycemic control, and exercise. These educational sessions 
are designed to be interactive and participatory while at the same time following a 
prescribed agenda. Helping churches plan health and diabetes fairs to inform the rest of 
the community about diabetes is another important intervention in A New DAWN. This 
provides a forum for those who participate in the group sessions and CD As to become the 
educators and share information with other community members. This reinforces the 
expanding educational component of A New DAWN in the community and the 
dissemination of information through participant empowerment. 
The enrollment process served as a forum for gaining informed consent from 
participants and obtaining baseline data. Both of these processes used closed questions. 
This meant that the answers were pre-categorized so that the participants had to pick the 
answer that best corresponded to the question. Although this is feasible way of 
conducting an epidemiological study, it is not necessarily an accurate reflection of the 
participant's answers. If a participant was uncertain ofthe meaning of a word in the 
question, they were unable to contextualize it by clarifying it with the interviewer. As 
illustrated in ethnographic studies of concepts of disease, it is certain that participants 
have their own meaning of diabetes and their health that may use different terminology 
than that ofbiomedicine (15,16,17). Although the study questions were well developed 
and tested for acceptability, the limits of transferability and generalizability still persist. 
Gloria Luyas indicates that the quality and depth of information gathered from a 
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participant is more important than the number of participants giving similar information 
(12). 
The group sessions focused on education and motivation and depended primarily 
on the leadership ability of the discussion leader and the participants' willingness to 
engage in group discussions. If both of these dynamics were present, the quality of the 
session was high because the educational experience was tailored to the needs of the 
group. For example, some of the participants brought up the cost of dietary changes even 
though it was not directly addressed in the session protocoL Other local determinants of 
disease such as social, cultural, political, and historical factors that have influenced how 
disease is managed and prevented in these communities was not addressed. 
A New DAWN, although not separated from the limitations imbued in the I biomedical approach to research, is a step toward a more holistic approach to researching 
disease in populations. The intervention goes directly into communities and informs 
participants about the pathophysiology of diabetes and stresses the importance of risk 
factor modifications such as nutrition, exercise, glucose and lipid levels, and blood 
pressure in order to efficaciously control diabetes. It has empowered some individual 
participants to change their behaviors and decrease their risk factors. However, this is 
merely one component of a disease that has many determinants. Until all of these 
determinants are researched, understood, and incorporated into change on many fronts, 
including creating medical, political, and the community membership collaborations, then 
the far-reaching burden of diabetes and other chronic diseases can begin to be alleviated 
one community at a time. 
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Now that the public's health is on the political and economic agendas nationally 
and internationally, effective movements and initiatives in health promotion can and must L 
incorporate people and organizations at the local level. In order to do this, community-
based collaborations must be established by building multidisciplinary partnerships that 
traverse all determinants. Since many organizations have the same goals and supply 
similar services to the same community, it is reasonable to suggest that interventions will 
be more effective if existing resources are pooled together. Working toward 
collaborating as opposed to competing against one another, local businesses and 
organizations can work to improve the health of the public and, in so doing, better serve 
their community. 
One such effort of community collaboration is taking place in Bexar County, I Texas and is called the Bexar COtmty Community Health Collaborative. Health 
professionals in the community founded this not-for-profit, volunteer organization to 
address the local obesity epidemic and minimize redundancy in their health efforts. The 
organization has various volunteer committees composed of members from the 
community and from the partner organizations, from religious and governmental 
institutions to large healthcare systems, to address and implement health initiatives. 
Their operating budget includes monies from partnership dues and grants (28). 
It is this kind of economic and political intervention in addition to using 
educational and motivational tools, such as those developed in A New DAWN, which 
will prove effective in curbing the diabetes epidemic. Gaining support from local 
governments, businesses, community members, and other social and religious institutions 
will lend power to the health promotion cause in terms of financial backing and resource 
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collaboration. This will also help create a feeling of ownership of health projects because 
community members take part in the decision-making process. 
However, it is imperative that the initiatives accurately reflect the health needs of 
the entire community and that the community is sufficiently represented at the decision-
making table. Ifthis can be accomplished in a collaborative environment, then not only 
will communities be able to tackle health problems but other social issues as well. 
Although current research testing the efficacy of community-level interventions is 
successful at targeting individual behavior, it ignores the social determinants that seem to L 
have a greater impact on decision-making at the individual and societal levels. 
Empowering individuals through diabetes education in their environment is a trickle 
down effect of these interventions in isolated cases. Instead, I am suggesting that the 
focus needs to be on social empowerment while at the same time using the educational 
component as one of many possible tools to empower. The role of leadership and 
commitment is essential to the health promotion effort. 
To this end, in the initial stages of an intervention (as in Phase I for A New 
DAWN project) we need to assess not only the health ofthe community, but also the 
power structure and political ideology that truly exists there and integrate that into the 
intervention. As a result, we can develop interventions for those who are at the greatest 
risk and least likely to be able to create changes in their environment and for those key 
figures or organizations that are integral to creating change. The goal should be to bring 
the two of these albeit generalized groups together to design and implement their own 
interventions. 
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One of the CD As in A New DAWN stated that although individuals are actually 
improving their eating habits, there are significant obstacles to envisioning and 
implementing a widespread health campaign in the church and in the community at-large. 
Among these obstacles were that the pastor of the church was young and does not fully 
support the intervention efforts, doctors, who serve the community and have the respect 
of patients, do not have the time or incentive to participate in community health efforts, 
and people and families have difficulty coping with the significant amount of stress and 
social stigmatization in their daily lives to acknowledge and manage their diabetes. 
These impediments signal that genuine collaborative efforts are needed with more 
political empowerment and engagement between community members and those in 
decision-making roles (29). Marc Pilisuk and Meredith Minkler identified and analyzed 
the intricate and direct relationship between the macro and micro environments. They 
implied that effective interventions in health promotion could only succeed when both 
levels work together. This includes health professionals, local, state, and national 
politicians, and researchers (13). John McKnight argues that current research will not be 
effective because researchers lack the fluency necessary for assessing and intervening 
directly in local communities (30). The Bexar County Community Health Collaborative 
has put this collaborative health approach into practice and is seeing much success in 
terms of commtmity participation, empowerment, and wellness (28). 
Integrating my experiences from A New DAWN and from literature reviews, we 
can better design future research endeavors to incorporate the many determinants that 
create environments for diabetes. I recommend three phases of a targeted intervention, 
such as diabetes. Phase I is a collaboration building process to incorporate key and 
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diversely representative members in the community. In this phase an organization 
dedicated to the health of the community will be established as well as a Board of 
Directors (BOD). All institutions and organizations funding the intervention will be 
represented on the BOD as well as leaders in the community at-large. It is the BODs 
responsibility to allocate monies to conduct assessments in Phase II. Phase II is an 
assessment phase of all the diabetes determinants in the target community. This includes 
evaluating the political, historical, economic, medical, and social structures of the 
community without alienating that community from larger, perhaps national, 
environments. With the assessment information the BOD will establish committees to 
address the most important health issues in the community. Phase III involves each 
committee designing their own community-based interventions. The committees are I composed of health professionals, volunteers, and community members. The committees 
receive funding from the BOD to design and carry out interventions, analysis, and 
improvement strategies. It is important for the BOD to become directly involved in 
committee and community activities in order to best represent the community it serves. 
This intervention is not a short term research experiment, but a long term commitment to 
serve the very community it seeks study. 
Using these recommendations we can develop initiatives and take actions to 
further overlap the individual and environmental circles via empowerment and shared 
decision-making. As a result of such efforts, we will be better equipped to curb the 
diabetes epidemic and disease will not continue to find fertile grOLmd in marginalized 
populations at the expense of real and applied democratic principles. 
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